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Initial Comments

Complaint Investigation: 2264531/IL147829, FRI
of 6/9/2022/1L147861, FRI of 6/6/2022/147865,
FRI of 6/19/2022/I1L148328 &

FRI of 6/20/2022/1L148234

Final Observations

Statement of Licerisure Violations
300.1210b)

300.1210c)

300.1210d)1

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest

practicable physical, mental, and psychological

well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each

1 resident to meet the total nursing and personal

care needs of the resident.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal, hypodermic,
intravenous and intramuscular, shall be properly
administered.
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These Requirements were NOT MET as
evidenced by:

Failures at this requirement required more than
one Deficient Practice Statement.

A.) Based on observation, interview, and record
review the facility failed to ensure R12 was not
subjected to physical violence by another
resident, (R11). R11 forcibly held a pillow over
R12's face, impeding R12's breathing.

R11 and R12 are two of ten residents reviewed
for abuse in a sample list of 23 residents.

Findings include:

On 6/23/22 at 12:00PM V12, Certified Nurse's
Aide (CNA) stated "l was checking residents on
the Dementia Unit on 6/20/22 at about 1:30AM. |
went into the resident's room where (R11) and
(R12) were roommates. (R11) was straddling
(R12). (R11) was holding a plastic pillow without
a pillowcase on (R12's) face. The pillow was
interfering with (R12's) breathing. (R12) was too
weak to push (R11) off him. (R12) did not lose
consciousness. (R12) was visibly shaken. | was
able to get (R11) off (R12). | calied (V13),
Licensed Practical Nurse. She talled Emergency
Medical Services. (R11) was taken to the hospital
and has not returned.”

R11's hospital discharge dated 6/17/22 includes
the following diagnoses: Altered Mental Status,
Dementia, Diabetes Mellitus and Encephalopathy.

R11's hospital transfer sheet dated 6/17/22
documents "during hospitalization (R11) had
recurrent episode of agitation and was started on
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